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 REFERRAL TO INFANTS AND TODDLERS PROGRAM 
AND INTAKE FORM     Date: _________________________________________   
A.   Referral        Completed By: _________________________________ 
 

Child Information 

 
 
   
 
 

 

Referring Entity Information 
 

 
 
 
 
 
 
 
 

Family Contact Information 

 

 

  BBllaacckk  oorr  AAffrriiccaann  AAmmeerriiccaann    

  WWhhiittee//NNoott  HHiissppaanniicc                  

  HHiissppaanniicc  //LLaattiinnoo  

  AAmmeerriiccaann  IInnddiiaann  oorr  AAllaasskkaa    

        NNaattiivvee  

  AAssiiaann  

  NNaattiivvee  HHaawwaaiiiiaann  oorr  OOtthheerr    

        PPaacciiffiicc  IIssllaannddeerr                                          AArraabb    

    TTwwoo  oorr  mmoorree  rraacceess 

  MMaallee                              FFeemmaallee  

 
Date of Birth:   Month/Day/Year 

        

 

Primary Language:   

 

Name 

  
_____________________________________          ____________________________        ____ 

            Last                                  First                           MI 

Is this the first time child has been referred to ITP?   YYeess        NNoo    

Referral Date  

 
Name of Person Making Referral  

 

Name __________________________________________ 
 
Address _______________________________________ 

 

__________________________________________________  
  

 

Phone  

 ___________________________ 

Fax   

____________________________  

Primary Referral Source  

  MMaatteerrnnaall  CChhiilldd  HHeeaalltthh  PPrrooggrraamm  ((MMCCHH))                      DDeepptt  ooff  HHuummaann  SSeerrvviicceess  ((DDHHSS))                          WWoommeenn  IInnffaannttss  aanndd  CChhiillddrreenn  PPrrooggrraamm  ((WWIICC))  

  CCoommmmuunniittyy  HHeeaalltthh  CClliinniicc  ((DDOOHH))                                              --  IInnttaakkee  oorr  FFoosstteerr  CCaarree  ((CCAAPPTTAA))        HHoommeelleessss  SShheelltteerr    

  PPaarreenntt                                                        PPrriivvaattee  PPhhyyssiicciiaann                                      EEaarrllyy  IInntteerrvveennttiioonn  PPrrooggrraamm--OOuutt  ooff  SSttaattee    

  CChhiilldd  CCaarree  PPrroovviiddeerr                                                        FFrriieenndd  ooff  FFaammiillyy            OOtthheerr::  ______________________________ 

  LLooccaall  HHoossppiittaall                                                          EEaarrllyy  HHeeaadd  SSttaarrtt  PPrrooggrraamm        MMeeddiiaa//AAddss                                                

  OOuutt  ooff  SSttaattee  HHoossppiittaall                                                        MMeennttaall  HHeeaalltthh  AAggeennccyy          

 

 
Reason for Referral (concerns) Explanation of reason: (area of delay concern) ______________________________________________________   

  AAllll  DDeevveellooppmmeennttaall  aarreeaass                      oorr      SSppeeeecchh//LLaanngguuaaggee        HHeeaarriinngg    

            CCooggnniittiivvee          VViissiioonn        

  PPhhyyssiiccaall::    GGrroossss  MMoottoorr  aanndd  //oorr  FFiinnee  MMoottoorr    AAddaappttiivvee  

            SSoocciiaall--EEmmoottiioonnaall  //  BBeehhaavviioorr    

EEssttaabblliisshheedd  CCoonnddiittiioonn//DDiiaaggnnoossiiss::  ________________________________________   Documentation of diagnosis provided to ITP?   YYeess        NNoo    

Does parent know referral was made to Infants and Toddlers Program?    YYeess      NNoo  If Yes, was written consent provided to ITP?   YYeess    NNoo         

 
Parent Name ____________________________________________ 
 
Relationship ____________________________________________           
                    
Mailing Address _________________________________________ 
  
             ________________________________________________ 
  
             ________________________________________________
   
 Physical Address ________________________________________ 
 
               _______________________________________________ 
 

Telephone ___________________________________       HHoommee        

Telephone ___________________________________       WWoorrkk        

Telephone ___________________________________       CCeellll  

  

                                                
Best Time to Call _______________________________________  

              
E-mail Address _________________________________________ 
 
Primary Language                                          Interpreter Needed 
 

_______________________________               YYeess                      NNoo  
 

  HHeeaadd  ooff  HHoouusseehhoolldd                FFiinnaanncciiaallllyy  RReessppoonnssiibbllee  

  HHoouusseehhoolldd  MMeemmbbeerr                        LLeeggaallllyy  RReessppoonnssiibbllee 

 
 

 

 
Parent Name ___________________________________________ 
 
Relationship ____________________________________________           
                    
Mailing Address _________________________________________ 
   
             ________________________________________________ 
 
             ________________________________________________ 
   
 Physical Address ________________________________________ 
 
               _______________________________________________ 
 

Telephone ____________________________________       HHoommee        

Telephone ____________________________________       WWoorrkk        

Telephone ____________________________________       CCeellll  

 

                                                
Best Time to Call _______________________________________    

              
E-mail Address _________________________________________ 
 
Primary Language                                          Interpreter Needed 
 

_______________________________               YYeess                      NNoo  
 

  HHeeaadd  ooff  HHoouusseehhoolldd                FFiinnaanncciiaallllyy  RReessppoonnssiibbllee  

  HHoouusseehhoolldd  MMeemmbbeerr                        LLeeggaallllyy  RReessppoonnssiibbllee 

 
 

SS#:   
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Child’s Name:  _______________________________   DOB: ________________                                                      
 
 

Surrogate Parent (as appropriate)                                         Dept. of Human Services Case Worker (as appropriate) 

 
 
 
 
 
 
 

Primary Care Physician 

 

 

 

 

 

 

 

 

 

 

Family History 
Is there a family history of physical or mental health concerns? Has your child experienced major 
changes in his/her life (such as parents’ divorce, moving, death in family, birth in family, etc.)? 
Is there anything about your family such as your cultural background or beliefs that would be 
helpful for us to know in working with you, your child and your family? 

 

 

 

 

 

 

 

 

 

 

 Family 
history 

Major 
changes 

Culture/ 
beliefs 

  

  NNoo            YYeess  

    NNoo            YYeess  

    NNoo            YYeess 

 

Has this child had any screenings or evaluations/tests? (As appropriate, please request written parent 
consent for the Infants & Toddlers Program to obtain copies of reports, or include copies with this referral).  
 
___________________________________________________________________________________________________________ 

 

 
Name __________________________________________________ 
                    
Address   _______________________________________________ 
  
             ________________________________________________ 
 
             ________________________________________________ 
 
Island    _______________________    State___________________ 
 

Telephone ___________________________________       HHoommee        

Telephone ___________________________________       WWoorrkk        

Telephone ___________________________________       CCeellll  

                                                
Best Time to Call ______________________________________  

              
E-mail Address ________________________________________ 
 
Primary Language                                          Interpreter Needed 
 

_______________________________               YYeess                      NNoo  
 

  FFiinnaanncciiaallllyy  RReessppoonnssiibbllee                                                        LLeeggaallllyy  RReessppoonnssiibbllee 
 
 

 

 
Name __________________________________________________ 
                   
Address   _______________________________________________ 
  
             ________________________________________________ 
 
             ________________________________________________ 
 
Island    ________________________    State__________________  
 

Telephone __________________________________       WWoorrkk        

Telephone __________________________________       WWoorrkk        

Telephone __________________________________       CCeellll  

                                                
Best Time to Call ______________________________________  

              
E-mail Address ________________________________________ 
 
Primary Language                                          Interpreter Needed 
 

_______________________________               YYeess                      NNoo  
 

 
 
 

 

 
Name __________________________________________________  Telephone ______________________________________________      
                   
Address   _______________________________________________  E-mail Address __________________________________________ 
   
             ________________________________________________   Insurance: __________________________________________ 
 

             ________________________________________________ 
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Child’s Name:  _______________________________   DOB:________________                                       
B.  Intake 

Birth History   
Is there anything about your child’s medical or birth history that you think may effect your 
child’s development? 

 

 

 

 

 

 

 

Pregnancy  

CCOONNCCEERRNNSS  

  NNoo            YYeess  

 

Health/Medication 
Tell me about your child’s general health.  Do you have any concerns about your child’s health? 
Does he/she get sick very often?  If yes, what type of illnesses or medical problems?  Any 
allergies?  Is your child taking any medications? 

 

 

 

 

 

 

 

 

 

Medical 
problems 

 

Allergies 

 

Meds 

CCOONNCCEERRNNSS  

 No      Yes 

  

    NNoo            YYeess  

  

    NNoo            YYeess 

Medical Care 
Does your child have a pediatrician that she/he sees? Are shots up-to-date?  Regular dental care?  
Does your child being seen (or has been seen) by any specialists. If yes, what kind? (as 
appropriate request consent for copies) 

 

 

 

 

 

 

 

 

 
Physician 

Shots 

Dentist 

Specialist 

Records 

 

  

    NNoo            YYeess  

    NNoo            YYeess  

    NNoo            YYeess  

    NNoo            YYeess  

    NNoo            YYeess 

Development 
Tell me about your child’s development. Do you have any concerns?  If someone suggested that 
you call us, what were their concerns?  How do think your child hears/sees?  How is your child 
eating/sleeping? 

 

 

 

 

 

 

 

 

 

 

 

 

Vision 

Hearing 

Comm. 

Eating 

Sleeping 

Motor 

Self help 

Behavior 

CCOONNCCEERRNNSS  

  NNoo            YYeess  

  NNoo            YYeess  

  NNoo            YYeess  

  NNoo            YYeess  

  NNoo            YYeess  

  NNoo            YYeess  

  NNoo            YYeess  

  NNoo            YYeess  

   

 
When possible please complete the consent form which must be signed by the parent agreeing to this 
referral.   

 


